■ RESEARCH LETTER ■ Transvaginal evisceration (rupture of the vagina vault and small bowel evisceration through the defect) was first reported in 1907 and is a rare event [1] . During the last century, approximately 100 cases of transvaginal evisceration were reported in English language literature. Most reported cases had histories of gynecologic surgical procedures, such as repair of vaginal prolapse or various hysterectomies (abdominal, vaginal, laparoscopy-assisted or radical) [2] [3] [4] . Spontaneous vaginal evisceration without previous gynecologic surgery is extremely rare. In this report, we describe a postmenopausal female with iatrogenic Cushing's syndrome with spontaneous vaginal evisceration. We review the relevant literature and discuss the possible etiologies.
A 78-year-old, gravida 6, para 6, woman presented at our emergency department with sudden onset lower abdominal pain that had started the previous night. A review of her medical history revealed no prior pelvic surgery, and no Papanicolaou examination had ever been performed. All previous births had been by vaginal delivery. The patient denied vaginal trauma and recent sexual intercourse. The patient had taken steroid medication from an unlicensed doctor for approximately 1 year to relieve back pain. Prior to admission, she had suffered from intermittent low-grade fever, and had experienced two episodes of ambiguous vaginal bleeding during the previous month. She had complained of poor appetite, diarrhea, abdominal fullness, and a pelvic bearing-down sensation for several days prior to admission. Her vital signs were: temperature, 37.6°C; pulse, 106 beats/minute; and blood pressure, 140/75 mmHg. Her general appearance was significant for Cushingoid face, truncal obesity, buffalo hump, and paper-thin skin with bruising. Physical examination revealed generalized abdominal rebound pain. Laboratory results were: white blood count, 14,900/μL; segmented neutrophils, 74.8%; albumin, 2.4 g/dL; blood sugar, 153 mg/dL. Other laboratory data were within reference ranges.
Clinical evaluation included an abdominal X-ray series, which indicated possible small bowel obstruction. Abdominal computed tomography revealed severe small bowel dilatation with air-fluid level formation. A gynecologist was consulted because of the complaint of vaginal bleeding and pelvic pressure. Before a gynecologic evaluation could be performed, she experienced sudden evisceration of about 50 cm of small bowel with ischemic changes from the vaginal introitus during urination ( Figure 1 ). The eviscerated small bowel was immediately placed on warm, moist saline-soaked pads, and the patient was then transferred to the operating theatre. Transvaginal evisceration is a rare and severe complication in both young and elderly patients, especially after pelvic surgery or uterine extirpation [5] . The most recent literature review was reported by Nasr et al [6] . In premenopausal women, transvaginal evisceration is associated with obstetric injury, vaginal cuff infections, vaginal trauma, and unusual sexual practices. In postmenopausal women, it follows high-grade enterocele, vaginal vault prolapse, cervical cancer, and severe cuff atrophy. Symptoms and signs tend to be nonspecific, but may include vaginal bleeding or discharge, pelvic pain, abdominal bearing-down pressure, and a visibly incarcerated bowel [7] . Transvaginal evisceration requires prompt surgical intervention because of the risk of intestinal loop perforation, necrosis, and general sepsis. Surgery is generally performed using a wide laparotomy and entails gentle reintegration of the prolapsed organs, thorough inspection of the intestinal loops, and intestinal resection in cases of severely damaged intestinal tracts.
Kowalski et al [2] reported that 73% of postmenopausal women with vaginal evisceration had previously undergone vaginal surgery. Very few reports of transvaginal evisceration without pelvic surgery have been published.
A comprehensive MEDLINE search of reports in the English language and relevant references revealed nine publications describing 11 cases [1, [7] [8] [9] [10] [11] [12] [13] [14] . The 12 reported cases, including the present case, are summarized in the Table. Five patients were premenopausal or younger than 50 years old, and seven were postmenopausal. Except for the two cases in which the site was not mentioned, the rupture site was the posterior fornix of the vagina in all cases, which is the site that sustains the most intra-abdominal pressure. All injuries in the postmenopausal group were attributed to extreme outside forces inducing vaginal lacerations, including obstructed labor, impalement during a motor vehicle accident and postcoital trauma. One woman who suffered evisceration while urinating was also found to have cervical carcinoma after radiotherapy. In the postmenopausal group, four cases were related to outside force or activities resulting in increased intra-abdominal pressure (heavy lifting, coitus, slipping, and surgical accident). Besides old age, the ancillary factors included pelvic prolapse, vaginal cancer, chronic drinking, and prolonged steroid use. One patient in each group died after emergent laparotomy, giving a total mortality of 16.7% (2/12).
The present case involved a postmenopausal female with iatrogenic Cushing's syndrome and no previous pelvic surgery. In addition to her advanced age, chronic pelvic prolapse and long-term corticosteroid therapy also contributed to the spontaneous vaginal rupture and bowel incarceration. Possible causes of weakening of the vaginal apex include the following: (1) tissue anoxia and inflammation causing lysis of collagen; (2) previous pelvic irradiation damaging small blood vessels and impairing collagen formation; (3) mechanical stress due to intra-abdominal pressure while straining; and (4) corticosteroid therapy impairing collagen synthesis [2] . To the best of our knowledge, our present case is the first report showing iatrogenic Cushing's syndrome as a risk factor for transvaginal evisceration.
In conclusion, gynecologic emergency departments should be alert to the possibility of vaginal evisceration in postmenopausal females who have received long-term steroid therapy. Rapid diagnosis and aggressive treatment can prevent further ischemia or necrosis of the incarcerated bowel. Finally, when surgery is performed, care must be taken to ensure the integrity of the vaginal cuff scar because of the poor healing capacity of patients with Cushing's syndrome. 
